THE fourteen cases reported on were seen between the years 1916 and 1922. Six of the patients were private and eight hospital cases. (The rule in Edinburgh in regard to other diseases, is that at least 80 per cent. of patients. are hospital cases.)
varied from one month to two years. Slight pain was complained of by several of the patients and dyspncea in one case, in which both cords were affected.
General Condition.-Six of the male patients showed marked pyorrhaea alveolaris; at least two had marked arteriosclerosis, the blood-pressure in one being as high as 260; one patient had tertiary syphilis (Wassermann reaction positive); one had bronchitis and emphysema and one had a mediastinal growth. Although all the patients had been investigated by a physician before operation, the presence of the last two conditions had not been noted and the patients had been certified as fit for operation. Local Appearances.-Two of the thirteen patients upon whom thyrotomy was performed showed a papillomatous variety of growth, the cancer forming a marked fringe which projected into the lumen of the glottis. In one case the affected cord showed a condition of hyperkeratosis, with the formation of white desquamating masses. In eight the appearances were those of a greyish-pink, sessile, warty growth which, in three instances, reached the anterior commissure, and in one involved the extreme anterior end of the opposite cord. In the remaining two cases the growth had invaded deeply, with marked ulceration: (thyrotomy was performed in the first place and after the latter procedure. Undoubtedly in these two cases the larynx should have been excised in the first place). In the remaining case, the cancer had already spread in a ring round the glottis when the patient was first seen. In this patient, therefore, laryngectomy was performed at once and the patient lived for seven years after the operation and only died recently from carcinoma of the cervix uteri.
With regard to the mobility of the affected cord, of the thirteen cases treated by thyrotomy we found that in eight the cord moved more or less freely. In three the movement was very limited: (one of these three recovered after thyrotomy: the other two patients died of recurrence of the growth). In the two remaining cases the cord was fixed: both died of recurrence in spite of laryngectomy.
The diagnosis seldom presented any difficulty on indirect laryngoscopy, but in every case, after the patient's consent to operation had been obtained, a piece was removed by the direct method and submitted to the pathologist. In all but one the report was " squamous epithelioma." As already mentioned, in this one case the condition appeared to be a hyperkeratosis. After consultation with Dr. Logan Turner, it was decided to proceed with laryngofissure, and subsequent microscopic examination revealed some invasion of the ,deeper tissues.
The importance of a thorough medical examination before operation must be emphasized. Two deaths from pneumonia a few days after thyrotomy would almost certainly have been avoided had the medical examination been searching enough. In two other fatal cases, no blame could be attached to the physician or to the operator (J. S. F.) in regard to medical examination. It was known that one patient had marked arteriosclerosis. Death in this -case occurred from apoplexy one month after the patient had returned home. In the other case the presence of tertiary syphilis had been ascertained by the Wassermann reaction; the venereal disease expert, however, held that efficient treatment would take too long and advised immediate operation. In the remaining three fatal cases death was due to recurrence of the growth; in these cases the wrong operation was performed; the larynx should have been excised in the first place.
With regard to the preparation for operation and the surgical procedure itself, the following questions arise: (1) As to whether it is right to remove a piece of the growth for rapid microscopic examination, twenty-four or forty-eight hours before laryngo-fissure. Some American surgeons are very averse to this procedure. (2) Spraying of the larynx shortly before operation with cocaine and adrenalin. (3) The method of anesthesia. (4) The necessity -for excision of a piece of the false cord if the growth appeared to be very limited. (5) Removal of part of the thyroid cartilage. (6) Packing the woun. above the tracheotomy tube at the end of the operation. (7) The danger of gauze being inhaled into the lower part of the trachea, and (8) the time of -removal of the packing: (it has recently been stated that in Vienna the wound above the tracheotomy tube is left open and packing continued for a considerable period, in order to avoid inhalation pneumonia).
Progress.-In six cases there was slight dysphagia after the operation, but only in one case was there any return of fluid through the tracheotomy .opening. There was no trouble with post-operative haemorrhage in any of the cases, but in five a granuloma formed at the site of removal of the vocal .,ord.
Results. Of the fourteen cases seven recovered and seven died. Of the Section of Laryngology recoveries, one patient was well seven years after operation, one, six years; two, four years; two, two years, and one one year after operation. Of the seven fatal cases, one died of apoplexy, three of pulmonary complication following operation and three of recurrence. This recovery rate of 50 per cent. compares somewhat badly with the 80 per cent. of Sir StOlair Thomson and the 78 per cent. of Dr. Chevalier Jackson. It has already been pqinted out, however, that efficient medical examination and the elimination of cases in which the vocal cord is fixed would have greatly lowered the mortality.
CONCLUSION.
Thyrotomy is a suitable operation for the cure of intrinsic cancer of the larynx in a well-defined group-of cases, as has been pointed out by Sir StClair Thomson. In view of the brilliant results obtained from excision of the larynx, by Tapia, of Madrid, and Mackenty, of New York, it is advisable to remove the larynx in all cases in which the affected vocal cord is not freely movable.
DISCUSSION. Mr. H. TILLEY (referring to Mr. Fraser's remarks as to the opinion expressed in America as regards the wisdom of removing a piece of growth for microscopical examination) said he (the speaker) agreed that the less one did to the growth before the actual operation, the better. In fact, he thought it would be better to make a mistake in the diagnosis and find the case was not epithelioma, than to interfere with the latter before the operation. This opinion turned on what was considered to be the true pathology of cancer. He thought these growths should be regarded as an unnatural form of growth which, during its period of activity, produced a certain amount of immunity. When the growth was removed, that immunity lasted a certain time, and when it was exhausted there was a recurrence somewhere, if the patient lived long enough. From that point of view the saying: "Once cancer, always cancer," had something in it.
Last May he saw a gentleman, aged 78, whose left vocal cord he (Mr. Tilley) had removed seventeen years previously for malignant disease. During that time he had been using his voice in addressing public meetings and carrying on his profession as a solicitor, and his health had been very good. When the recurrence took place, it was in the scar which had been left from the operation seventeen years before. He thought the conclusion was irresistible that at the operation some small element of cancerous growth had been left behind.
In another case, fourteen years previously, he had removed an epithelioma from the right vocal cord, and at the end of that period a little nodule recurred in the scar of the incision in the neck. After operation there was again freedom for two years, and then infiltration occurred widely in the scar and its immediate neighbourhood, and the patient died. At the operation he felt that he must have left some small cancer cells in the neck wound, but that they were inert while the immunity lasted. Therefore he felt that the less interference before the operation the better, in order not to disseminate any particles of the growth.
Professor BURGER (Amsterdam) said that last week he saw a man, now over 80 years of age, who, twenty-three years ago, had carcinoma. Last week he came back with recurrence on both sides. In that case Mr. Tilley's idea of immunity did not help, as twenty-three years was too long for such to be true.
Sir STCLAIR THOMSON said he had a case for which he did laryngo-fissure, and the growth removed proved to be epithelioma. But within six or eight months the patient's larynx became infiltrated again, and, after consultation with Sir Henry Butlin, he removed the entire larynx. He had sections cut and, to his horror, there were no evidences of carcinoma! Yet that man lived seven years, and then died of recurrence of cancer in the glands of the neck. He did not see how infection from the original JA-L2 * at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from neoplasm had been brought about. The man was a syphilitic, which had much to do with the condition. In Mr. Fraser's series, those who had syphilis and those who had tubercle did badly.
The operation was very successful when the disease was limited to the vocal cord or to its edge. It was interesting to see in how many the disease went right down to the thyroid cartilage, although one could not imagine this beforehand. That was the reason he had, for ten years, been removing the thyroid cartilage. The sections also showed that the most dangerous cases of intrinsic cancer were those in which the growth was subglottic, as they tended to spread through between the thyroid and the cricoid cartilages. The patients in subglottic cases did not come for examination until the disease was well advanced. He (Sir StClair Thomson) approved of removing a piece for examination beforehand if a satisfactory piece was removable, as in a few cases with papillomatous projections. But he agreed with Mr. Tilley that wherever possible a positive diagnosis should be made before doing the operation. In the majority of cases, however, one had to depend upon clinical knowledge, and upon being able to exclude every other possible cause of chronic infiltration, i.e., chiefly syphilis and tubercle. But in subglottic cases-where preliminary examination was wanted most of all-it was impossible to remove a piece for this purpose. He had seen a number of cases in which removal of a piece had been unsatisfactory.
Sir JAMES DUNDAS-GRANT endorsed what Sir StClair Thomson said about the advisability of removing a piece for examination, when removable; he said he had seen cases in which a diagnosis could not be made without this being done. Tuberculosis often simulated carcinoma, and, more often, carcinoma simulated tuberculosis. The removal made an early diagnosis possible, and he did not think it rendered the patient any the worse. He did his best to sear the cut surface with the galvano-cautery, to close the lymphatics and check the escape of cancer cells.
Dr. JOBSON HORNE said that in order to be able to base a positive diagnosis of malignant disease of the larynx upon the microscopist's report on a piece of the growth removed for the purpose, the piece must be removed in a particular manner and the section must also be cut in a particular manner. He was opposed to the methods commonly followed. It were better that at the operation there be present an expert histologist and section-cutter, who could cut a section and examine and report there and then. That was done in connexion with the removal of growths in other parts of the body. The surgeon could then proceed to operate accordingly. The more he saw of these cases, the more the removal of a piece from a larynx, before an operation had been planned, seemed to him meddlesome interference. The healing of the raw surface after the removal of a piece for diagnosis before an operation-as practised by Sir James Dundas-Gralnt-Dr. Jobson Horne was opposed to, for if there were a tendency to the development of epithelioma, such a procedure would put the seal upon it.
Dr. SYME agreed with Mr. Fraser as to the desirability of removing a piece of growth for examination. If he could, he would do it in every case before thyrotomy. In many cases in which it was impossible to get a piece away by the indirect method, it could be done with the aid of the suspension apparatus. Several times he had opened the larynx, to find that the condition was not epithelioma, and he did not think the opening of the larynx was so free from danger as some of his colleagues considered it to be. He could not see any difference between taking a piece of growth two or three days before operating, and doing so just before dealing with the condition operatively. A definite opinion on such an important matter was very desirable.
AMr. J. S. FRASER (in reply) said he found in New York that Mackenty was not doing thyrotomny at all, but was removing the whole larynx in every case of malignant disease, whether intrinsic or extrinsic. There might be some reason for refraining from removing a piece for microscopic examination if one was only going to perform thyrotomy, but if it was proposed to take away the whole larynx, it was necessary to be very certain beforehand. With regard to recurrence, one of his patients had a " recurrence " (?) of cancer seven years after the larynx was extirpated, but in this case the "recurrence " was in the cervix uteri. Mr. Fraser did not regard this second appearance of cancer as having anything to do with the larynx. It only showed that the patient wvas predisposed to cancer.
